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2. USUAL RESIDENCE (Where deceasad lived. If institution: Residence before

. COUNT‘I’ NE Mﬂdﬂfd a. STATE ﬁa. b. COUNTY”EW ”MJ‘J admisslon)

b. CITY (If cUtside corpo.rnln limits, give TOWNSHIP only) Length of stay.in 16|} . CITY Inside Limits

row~ ﬁ, SCO 'rowu ?‘550 Yes 0 No R

¢, FULL NAME OF [1f NOT in hospiral, givu lacation) Inside Limits d. STREET N {If cuttide, give locstion) Reside on Farm
HOSPITAL OR ADDRESS N

INSTITUTION %M E ) Yes [ No &Y ok S5 T Yes o No {1

3. NAME OF DECEASED First f Middle Last 4. DATE Month Day Year

v LEoNARd  Flotd AshAgganNER | oFv /2 23 (3

5. SEX 4. COLOR OR RACE 7. Married Never Married [] [B. DATE OF BIRTH | 9. AGE (lasr birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR

Widowed [ Diverced [J ?_/ i '/f‘f’ 5? Mom,h' | Days Houra Min.

10s. USUAL OCCUPATION {Give kind of work done | i0b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or countty} | 12, CITIZEN OF WHAT COUNTRY

durin m:m of worllng life, aven if retired) /}fﬂ/'//z 7, ﬁ/? K d‘ 5 B,

13a. FA'_[HER'S NAME 13b. MOTHER™S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

HENRY /QSMMMMX BREARETT  HAAMS  \WELLIE fehaspANIER

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 15, SOCIAL SECURITY NO. |[17. INFORMANT Addrass

(Yes, ne;vounknown) |(If yes, give war or dates of servi le}.g: }?S ; ﬂRKﬁN{Vfﬂ /?J'S &Q M o.

18. CAUSE OF DEATH {Enter only one came per live T&T (A, {01, @na (X} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY ONSET AND DEATH

IMMEDIATE CAUSE (o) (D & E?QCQ\ N & C-O?—(/(Q—\“ CLCC(C{ Q"‘(—ﬁ A LLG‘LQ—FS-
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fying cavse last.
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DUE TO (o) ql@ L = '(\ &2 2 \.‘\k@.L L’f (R= )\5Ilcf€(l [

PART |1, OTHER SIGNIFICANT CONDI‘IIDNS CONTRIBUTING YO DEATH but not reloted to the terminal PART 1Il. I¥ deceased wnul famale wes
disease condition given in PART | [a} thara a pregnancy in last 90 days.

] [J Yes I O Ne I O Unknown

19. WAS AUTOPSY | 20a, ACCIDENT  SUICIDE  HOMICIDE 200, DESCRIBE HOW INJURY OCCURRED. (Enter nsture of injury in FART | or PART H of item 16.)
PERFORMED? a O 0
YES [ NOL]

20c. TIME OF _ Hour,  Month, Day, Year
INJURY ‘a.m. .o
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bidg., etc.) v
NOT WHILE AT WORK [J .

: 2 M ) :
| : X - v
21. | attended the decessed fro g‘,}m‘l%&%zﬂgmd last 33w i alive ol y_jéél
\Dealh‘ occurred at d s the dfle stated above, and to the best of my knowlédoe, frof the couses atated.

ﬁmd \{ H #ADegree orm \U\:D 22bk_gsss E Z:/DA/IGNED

IEWREMATION 23b. DATE 27c. NAMEYOF CEMETERY OR CREMATORY 23d. LOCATION (Cu‘y, tawn, or county) / (SI e)
M

SRt | - 28 <63 | MENILA S ﬁf?h’

24. FUMNERAL DIRECTOR ADDRESS 25 DAT, REC LOLAL REG, 1 Twilcm' TURE Mj h\
HHoward’s /B n//eA, /9/r)/ f J H E ' Eé’ <«

d Embalmar Rweru Side)
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USE BLACK INK

TYPEWRITER RIBBON
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STATEMENT. BY LICENSED EMBALMER

~

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.
1]

working under my personal supervision.

Student Signed Z Z %ﬂzé_—
Signature of Srudant Embalmer +
Licensed Embalmer No. j?ﬁ :

. P. O. Address 7 U

—_—

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitules grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




